Hysteroscopy is the preferred method of diagnostic and therapeutic intervention for intrauterine pathologies. However, it may be associated with rare but serious complications such as venous air embolism (VAE), female transurethral resection of prostrate syndrome, fluid overload, uterine perforation, and hemorrhage.
between the arterial pressure of carbon dioxide (PaCO 2 ) and EtCO 2 . Use of continuous EtCO 2 has been recommended for hysteroscopy cases [4, 5] . The authors have documented only desaturation, hemodynamic instability, hypercapnia (PaCO 2 of 49 mmHg) with no reference to EtCO 2 values, ECG changes, murmur, hypotension, or bradycardia at the time of the event [1] . The patient had bronchospasm, which can occur consequent to VAE and lead to increased peak airway pressures as noted in this case. On these grounds, we would put forward the argument that the present scenario could well be a non-fatal sequel of VAE rather than fluid overload.
The other arguments in favor of air embolism in the present case include the sudden catastrophic occurrence of hemodynamic instability with desaturation, lithotomy in the Trendelenburg position, probable spontaneous respiration during the event (positive pressure initiated after the event), and large uterine fibroids with the possibility of opening up the uterine sinuses. The patient had large uterine fibroids, and any uterine injury exposing large venous sinuses is the usual inciting factor of VAE [1] . Surgeons should maintain a close communication with anesthetists and inform the occurrence of even minor injuries. In this report, surgical complications were not ruled out. An echocardiography should have been performed after the event, which could reveal dilatation of the right side of the heart and elevated pulmonary artery pressure along with preserved left ventricular function in case of VAE.
Certain precautions have been suggested to reduce the incidence of VAE in hysteroscopy, such as the use of a mechanical pump with Y connectors, pressure monitoring system (keep < 100 mmHg), use of advanced hemodynamic monitoring, restricting the height of the fluid bottles to < 1 m, keeping the hysteromat set free of air, airtight connections, early termination of the procedure if the infusion fluid deficit is > 1,000 ml with sorbitol or > 1,500 ml with saline, and avoiding the use of external pressure infusers [2, 4, 5] . In addition, surgeons should keep the cervix occluded at all times after dilation and avoid repeated reinsertions of the hysteroscope.
In such cases, rapid identification and prevention of further gas entrainment into the circulation is crucial to the ultimate patient survival. The surgery should be stopped immediately, the uterus should be deflated, and a dilator or wet gauzes should be used to occlude the vagina. In addition, the patient should immediately be placed in the reverse Trendelenburg position to raise the level of the heart above the site of air entry, reducing further air entrainment.
Hence, we urge utmost caution and vigilance in managing these cases to reduce morbidity and mortality. Appropriate protocols and training should be in place to prevent such mishaps.
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